Introduction
============

The likelihood of military veterans experiencing mental health symptoms increases post-deployment, particularly for those who have combat-related experiences.[@b1-ppa-4-045] About a quarter of recent war veterans receiving care in the Veterans Administration (VA) health care system report experiencing mental health problems.[@b2-ppa-4-045] Recently returning veterans are at increased risk for experiencing mental health disorders, with soldiers returning from Iraq (Operation Iraqi Freedom \[OIF\]) being more likely to meet criteria for depression, anxiety, and/or posttraumatic stress disorder (PTSD) than soldiers returning from Afghanistan (Operation Enduring Freedom \[OEF\]).[@b1-ppa-4-045] Rates of mental health symptoms for soldiers returning from Iraq were as high as 20% for PTSD, 18% for anxiety, and 15% for depression.[@b1-ppa-4-045] A recent study by RAND reports prevalence rates for PTSD of 13.8%.[@b3-ppa-4-045] Given the high prevalence of mental health concerns among returning veterans, it is critical to promote the detection and treatment of these disorders in this population. Unfortunately, many returning veterans struggling with disabling mental health problems fail to initiate treatment.[@b1-ppa-4-045] The present study was designed to explore the factors that influence veterans' decisions to seek treatment for these disorders as a basis for improving interventions to encourage treatment seeking.

The conceptual framework for the study is the theory of planned behavior (TPB),[@b4-ppa-4-045] which has been used successfully to explain and predict behaviors such as exercising, donating blood, adhering to a low-fat diet, using condoms for the prevention of HIV/AIDS, and using illegal drugs.[@b5-ppa-4-045]--[@b10-ppa-4-045] According to the TPB, the decision to engage in any behavior can ultimately be traced to the person's beliefs about the behavior in question: beliefs about the likely consequences of the behavior (behavioral beliefs), beliefs about the normative expectations of others (normative beliefs), and beliefs about the presence of factors that may facilitate or prevent performance of the behavior (control beliefs). These beliefs produce a favorable attitude toward the behavior, result in perceived social pressure or subjective norm, and give rise to perceived behavioral control or the capability of performing the behavior. In combination, these constructs lead to the formation of a behavioral intention. Intention is assumed to be the immediate antecedent of behavior, and to guide behavior in a controlled and deliberate fashion. Finally, given a sufficient degree of actual control over the behavior, people are expected to carry out their intentions ([Figure 1](#f1-ppa-4-045){ref-type="fig"}).

For the purpose of this study, we identified the behavior as seeking treatment from a physician or mental health specialist for the treatment of mental health concerns within one year after returning from the war in Iraq. The objective of the study was to determine which beliefs predict the intention to engage, as well as actual engagement in mental health treatment among OIF veterans.

Methods
=======

Sample and procedure
--------------------

Participants were members of the Army National Guard from a rural southern state who were deployed to Iraq for one year. Participants had returned from their deployment approximately one year prior to study participation. Enrollment of participants occurred during monthly drill weekends at local armories. Participants were given information about the study through the chain of command. Two hundred sixty-eight veterans were screened for major depressive disorder, panic disorder, generalized anxiety disorder, PTSD and/or alcohol abuse disorder using the Mini International Neuropsychiatric Interview (MINI).[@b10-ppa-4-045] One hundred and fifty (62%) screened positive for one of the targeted disorders and all agreed to participate in the study. Participants were required to complete a 45-item self-report measure and would be followed up at three months by phone to assess whether they had initiated mental health treatment in VA and/or non-VA settings with a physician or mental health specialist.

Measures
--------

### MINI

The MINI[@b10-ppa-4-045] is a short structured diagnostic interview for DSM-IV psychiatric disorders. It has been documented as acceptable to patients and generally takes approximately 15--25 minutes to administer.[@b11-ppa-4-045] It has been validated compared to the SCID and the CIDI,[@b10-ppa-4-045] and is considered valid when administered by phone.

### Measuring intention

To assess the intention to attend mental health treatment, the respondent was asked to respond to three items assessing intention on a seven-item scale. Intention items were scored by calculating the mean across the three items.[@b12-ppa-4-045]

### Measuring behavior

Respondents were asked at the three-month follow-up whether they had sought treatment from a physician or mental health specialist for the treatment of mental health concerns within one year after returning from the war in Iraq.

### Measuring behavioral, normative, and control beliefs

Using recommended methods based on the TPB[@b12-ppa-4-045] items were derived that reflect beliefs about mental health treatment most frequently raised in interviews with another sample of National Guard veterans who had served in Iraq and screened positive for one of the targeted mental health disorders.[@b13-ppa-4-045] Six items assessing the strength of behavioral beliefs (treatment will reduce symptoms; people will think I'm crazy if I go to treatment; going to treatment means I can't handle my problems; going to treatment will hurt my work career; going to treatment will hurt my military career; treatment will help me identify triggers and cope better) were weighted by how important the outcome of the belief was to the individual (outcome evaluation). An example of weighted item would be that an individual reported that treatment would reduce symptoms (+7) and that this was an extremely important outcome for them (+3), leading to a weighted score of +21 (+7 × +3 = 21).

A similar weighting method was used for three normative beliefs (my family; people I work with: my friends would approve of my going to mental health treatment) and four control beliefs (It is difficult to talk about my experiences in treatment; I am comfortable talking to a mental health specialist; I can easily travel to treatment; I could make time for treatment). The sums of the weighted beliefs create a composite belief score representing an indirect measurement of each of the attitude, subjective norm, and perceived behavioral control constructs.

### Measuring attitude, subjective norm, and perceived behavioral control

Four items assessed attitude toward treatment (Alpha = 0.93; two-week test--retest = 0.83), three items assessed subjective norm (Alpha = 0.69; two-week test--retest = 0.46) and three items assessed perceived behavioral control (Alpha = 0.63; two-week test--retest = 0.55).

Additional items requested participants to identify demographic information such as gender, ethnicity and age, as well as actual behavioral controls such as insurance status, travel distance to clinic, and transportation availability.

Data analysis
-------------

All data was processed and managed using SPSS software (version 13.0; SPSS Inc., Chicago, IL). To identify predictive beliefs of both the intention to engage in treatment and actual treatment attendance, a two-stage model was developed. In the first stage, we tested whether direct measures of the constructs were related to intention. One linear regression model was specified with the dependent variable as the intention scale score and the three explanatory variables as the direct measures of each construct (the attitude scale, subjective norm scale, and perceived behavioral control scale). In the second stage, we determined which of the weighted beliefs items were related to intention and actual treatment. Only beliefs associated with constructs (attitudes, subjective norm, and perceived behavioral control) that were significantly related to intention were considered for the second stage of the analyses. Two regressions were specified, one linear regression with intention specified as the dependent variable and each of the corresponding weighted beliefs specified as the explanatory variables, the other a logistic regression with actual engagement in treatment as the dependent variable.

Finally, we tested whether intention predicted mental health treatment attendance at baseline. One logistic regression was used with the dependent variable as actual attendance and the explanatory variable as the intention scale score. Demographic variables were included in all the regression equations.

Results
=======

Characteristics of the sample are in [Table 1](#t1-ppa-4-045){ref-type="table"}. Participants ranged in age from 20 to 59 years with a mean age of 31 years and the majority were male (88%). More than half of the participants (62%) screened positive for more than one of the targeted mental health disorders. While many of the participants reported problematic mental health symptoms after returning from war, only 35% had been to see a mental health professional about their symptoms. Of these, 21% were prescribed a psychotropic medication.

In stage one, we tested whether the direct measures of the constructs predicted the intention to engage in treatment. Two of the three constructs were significant including attitudes (*P* = 0.000) and perceived behavioral control (*P* = 0.000), and together explain 41% of the variation in intention.

In stage two, we first examined bivariate relationships between beliefs and intention. Of the beliefs associated with attitudes and perceived behavioral control (the two scales predictive of intention), six beliefs were significantly correlated with intent to seek treatment: that treatment would relieve problematic symptoms (r = 0.440, *P* = 0.000), that treatment would hurt their work (r = 0.226, *P* = 0.005), that it would be difficult to discuss some of their symptoms (r = 0.245, *P* = 0.003), that they had transportation (r = 0.298, *P* = 0.000), that they were comfortable talking to mental health professionals (r = 0.305, *P* = 0.000), and that they had time to seek treatment (r = 0.293, *P* = 0.000).

In multivariate analyses, two beliefs remained significant: the belief that treatment would reduce symptoms (*P* \< 0.003) and that treatment would hurt their work career (*P* \< 0.026), as shown in [Table 2](#t2-ppa-4-045){ref-type="table"}. Similar results were obtained for the regression with actual treatment engagement as the dependent variable.

Finally, we tested to see whether the intention to seek treatment was related to actual engagement into treatment. In this model, intention was significantly related to engagement (*P* = 0.000) and explained 29% of actual engagement. Actual control (ie, travel distance and insurance status) and diagnostic variables were not significant.

Discussion
==========

Overall, we found that specific beliefs about mental health treatment differentiated between those seeking treatment versus those who did not. Specifically, veterans who reported that treatment would result in an improvement in bothersome symptoms and those who reported that treatment would hurt their work career were significantly more likely to both intend to engage in treatment and to have attended treatment.

The results of the present study provide valuable information regarding reasons for low rates of mental health treatment seeking among returning veterans. Interventions designed to improve access to care must focus on cognitive aspects of treatment seeking. In general, veterans who intended to seek care were more likely to report that they believed that treatment would help their symptoms, had time and transportation to talk to a mental health specialist, and were comfortable with the idea of talking to a specialist.

On the other hand, veterans who intended to seek care were also more likely to report two negative consequences to treatment seeking: difficulty talking about some aspects of their experience in war and thought that going to treatment would hurt their work career. Given that many of the veterans who sought care screened positive for PTSD, it is probably not surprising that veterans who sought care reported difficulty processing their experiences in treatment. This is a double-edged sword in some respects for veterans given that seeking treatment implies discomfort with symptoms while "treatment" would necessitate a re-processing of traumatic war events. Likewise, veterans who sought treatment may have experienced unanticipated consequences to their work. As with any nonwork meeting scheduled within work hours (ie, medical care, dental care, mental health care, etc.), there may be consequences to the job. This would be particularly true for mental health treatment, which requires more than one visit.

The measure used for this study was developed based on previous work with this population and conceptualized from the TPB. The scoring mechanism used in this measure was complicated although we were able to identify predictive beliefs to treatment seeking. Test--retest alpha coefficients for the attitude, subjective norm, and perceived behavioral control subscales were reported. Two of the subscales reported lower alpha coefficients and the measure were subsequently modified so that problematic items were removed from the measure. Removal of the problematic items resulted in higher alpha coefficients than were reported here.

Our findings are limited by the fact that assessment was conducted in one National Guard unit, and may not generalize to other geographical areas or other branches of the military. In addition, there was a high rate of screening positive for one of the targeted mental health disorders in this study as compared to other studies such as Hoge's.[@b1-ppa-4-045] Since veterans participating in this study were told that screening information would be kept confidential and not linked to future research, they may have provided a more accurate picture of their symptoms. Another potential methodological limitation is that the assessment was conducted after veterans had been home from war for at least one year, which gave veterans time to seek treatment. Ideally it would be important to assess beliefs about treatment seeking when an individual is experiencing distressful symptoms, prior to a decision to seek treatment. Since it would be difficult at best to design this type of study, we choose to allow veterans a time period postdeployment for the assessment.

Findings from this study suggest that interventions developed to increase engagement for mental health treatment should focus on cognitive factors associated with treatment-seeking behavior. Evidence-based practices such as those associated with cognitive-behavioral principles or motivational interviewing may be ideally suited toward increasing engagement. At the same time, the military may need to address policies so that work careers are not affected negatively should veterans engage in mental health treatment.
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###### 

Characteristics of the sample (N = 150)

  **Variable**                                         **N (percentage of sample)**
  ---------------------------------------------------- ------------------------------
  Male                                                 132 (88%)
  African-American                                     48 (32%)
  Screened positive for major depression               54 (36%)
  Screened positive for panic disorder                 44 (29%)
  Screened positive for generalized anxiety disorder   71 (47%)
  Screened positive for alcohol abuse                  86 (57%)
  Screened positive for PTSD                           65 (43%)
  Screened positive for more than one disorder         93 (62%)
  Been to mental health treatment                      52 (35%)
  Prescribed a psychotropic medication                 31 (21%)

**Abbreviation:** PTSD, posttraumatic stress disorder.

###### 

Weighted beliefs predictive of intention

  **Beliefs**                                                 ***P* value**
  ----------------------------------------------------------- --------------------------------------------------
  Treatment will reduce symptoms                              0003[\*\*](#tfn3-ppa-4-045){ref-type="table-fn"}
  People will think I'm crazy if I go to treatment            0954
  Going to treatment means I can't handle my problems         0763
  Going to treatment will hurt my work career                 0026[\*](#tfn2-ppa-4-045){ref-type="table-fn"}
  Going to treatment will hurt my military career             0370
  Treatment will help me identify triggers and cope better    0286
  It is difficult to talk about my experiences in treatment   0250
  I am comfortable talking to a mental health specialist      0798
  I can easily travel to treatment                            0075
  I could make time for treatment                             0951

**Notes:**

*P* \< 0.05;

*P* \< 0.000.
